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CHAPTER I 
INTRODUCTION 
The Problem 
This is a study of cases selected from the records of the James 
Jackson Putnam Children 1s Center, Roxbury, Massachusetts, wbere the pre-
senting problem had included difficulty in toilet training, and more 
specifically, difficulty in bowel training when manifested by the symptom 
of soiling. The aim of the study will be to determine whether there are 
any common elements in the cases from the standpoints of casework 
diagnosis and casework treatment. If common elements are ascertained, 
an effort will be made to delineate and describe them. If any general!-
zatione suggest themselves about the casework treatment of mothers of 
children with the specific symptom, an effort will be made to state them. 
ll Justification 
I It would seem when there is a disturbance in the usual development 
I of toilet training in an average, healthy child that, like any symptom, it 
I' is a concrete and outer evidence of inner emotional disturbance in the 
II 
,I 
child. This alone would be good reason to explore factors which throw 
1 ight upon the cause of the outer symptom. 
II 
Miti@ating the symptom would 
relieve the child to some degree in his emotional pain, and also would be 
II of preventive nature in terms of his future personality development. In 
II addition, the mother of a child who soils is probably having difficulty 
living with the symptom in its practical aspects and in the impact of the 
emotional meaning it bas on her. 
Helping the mother of a child of any age will serve probably to 
contribute to helping the child. However, it would seem that helping the 
mother of a child of pre-school age would contribute even more to the 
well-being of the child, and is perhaps a necessary requirement in the 
treatment program set up for such a child. In line with this, the 
research studies at the Childrents Center have added confirmation to the 
hypothesis that assigns great importance for the development of the child 
to a psychological unit composed of mother and child. 1 
Questions Asked 
The questions which were asked of the data were the following: 
(1) Are there any general conclusions tba.t can be drawn about the 
mothers in terms of psychosocial diagnosis? If so, what are they? 
(2) Are there common elements in the nature of the casework treat-
ment? If so, what are they? 
(3) Are there aspects that suggest themselves as possible gener-
alizations about the casework treatment of mothers of children who rAve 
the problem of soiling? 
Method and Technique 
The study is of an exploratory nature and bas involved the exam-
ination of cases which offered meaningful ideas. The cases were selected 
through the assistance of the staff. In every case the child exhibited 
the symptom of soiling, referral having been made either for soiling 
1 The James Jackson Putnam Childrents Center, Annual Report: 
!2.2!.· p. 4. 
2 
' exclusively or in conjunction with other problems. Closed cases only have 
been used, because in general they present more material and the outcome 
11 of the symptom bas been determined. 
The effort was made to abstract material from the case records 
that was relevant to the questions being asked, and a schedule, which is 
included in the Appendix, was drawn up in order to do this. It proved to 
be necessary to have some ideas in mind before beginning to read the ca.ses 
and yet not possible to arrive at the final framework for the abstraction 
of material until some of the cases bad been e:r.amined. Thus the initial 
outline was successively modified after each case, and reached the final 
form after the examination of the fourth case. \'1hile e.t the stage of 
being abstracted from the records, the material was not analyzed or 
interpreted. The material from the case records that was used included 
the casework interviews with the mother and summaries. As it was 
extracted, either source was indicated on the scheiLue. 
Limitations 
The limitations of the stUdy are as follows: 
(1) Reliability: a relia.ble instrument is one which yields the 
same or similar results when it is used again under similar conditions. 
(A) The criteria for the selection of cases should be as rigid 
as possible where a small number of cases are used. In this study it was 
not possible to use such criteria as cultural factors in the families 
studien or the number of case workers whose records were studied, because 
there were a limited number of cases satisfying the initial criteria. 
(B) Since only one person was doing the evaluating, it is not 
3 
J! 
•. 
known whether another person evaluating the material would come out with 
the same results. 
(C) Not taken into consideration are children who have the 
symptom of soiling and who never made their appearance in a child guidance 
clinic, and whether there might be a difference between those cases where 
mothers had sought help and those where mothers had not. 
(2) Validity: how do we know we are measuring what we are sup-
posed to be measuring? This poses an even more difficult problem than 
reliability in social science. 
A good deal of subjectivity enters into the evaluations. A 
mother coming for help to a child guidance clinic probably is struggling 
with special feelings, such as concern about adequacy as a mother, and 
those that are related to the child's symptom. Her perception of her 
child's character and behavior will be influenced by her feelings. A 
second level of subjectivity enters with the perception by the case worker 
which is intensified by the fact that it is communicated in a written form 
only. Added to this is the subjectivity of the writer, which operated in 
the drawing up of the schedule, the fitting of the case recording into the 
schedule, and the analyzing and interpreting of the data obtained. 
The Agency 
The James JaCkson Putnam Children's Center was established in 1943 
as a child guidance clinic for infants and pre-school children. 2 At that 
time there was no well-defined knowledge about the psychiatric treatment 
2 Eveoleen N. Rexford, "The Role of the Nursery School in a Child 
Guidance Clinic," American Journal 2f Orthopsychiatrz, 19:517, July,l949. 
-- ------'-
of children under five, even though it was recognized that later emotional 
difficulties bad their foundation in these early yee.ra. The aim was not 
only to learn more about the emotional problems of older children and 
adults, but also to wo.rk out effective methods of treatment for children 
of pre-school years.3 
When the agency was or~nized it was decided to include a nursery 
school, both to supplement the psychiat ric treatment and to offer an oppor-
tunity to observe the child in another setting. HOwever, the nursery 
school here "differs from most other schools in that its emphasis is pri-
marily not on group education in the usua.l sense, but on reeducation of the 
emo t ionally disturbed child in a group· setting.n4 In general, there is 
close coordination of the four departments of psychiatry, social work, 
clinical psychology, and the nursery school. 
After the initial application is ma.de, there is a diagnostic study 
of the child. This consists of a few interviews with the mother, at least 
one with the fa.ther, observation of the child by the psychiatrist and 
psychologist, and an evaluation of the child's physical and neurological 
• 
condition. At the end of the study tne child is usually accepted for 
treatment. If so, the child is assigned to a psychiatrist and a nursery 
school group. He goes to nursery school two to four half-days a week, 
and is seen by his psychiatrist at each visit. The mother has weekly 
interviews with a social worker or a P.sychiatrist. In 19.51 a fe'!ft fathers 
were in treatment and some were being seen from time to time, and it was 
3 The James Jackson Putnam Children's Center, Annual Report: 
12.51, p. 1. 
4 Rexford, £E• cit., p • .517. 
.5 
1 hoped to bring more fa,thers into the treatment si tuation • .5 
Approach Used to Casework Treatment 
Since there are different ways of classifying the methods used in 
casework treatment, and since there might be different ways of approaching 
, the aspect of casework treatment in a study of this kind, the writer will 
state the general approach that bas been used. 
Before one can apeak of treatment, one bas to be clear about case-
work itself. This is not an easy task, since the profession of casework 
as a whole is still in the process of defining the attributes peculiar to 
itself. Out of a research study devoted to such an exploration, the fol-
lowing definition was evolved: 
Social case work is an art in which knowledge of the sc1.ence of 
human relations and skill in relationship are used to mobilize 
capacities in the individual and resources in the community appro-
priate for better adjustment between the client and all or any 
part of his total environment,6 
It is customary to think of the casework process in two parts, 
namely, diagnosis and treatment. That part o·f the definition which speaks 
of "Imo\>tledge" seems to relate to diagnosis. "Essentially, diagnosis is 
the worker's professional opinion as to the nature of the need or the 
problem which the client presents. tt7 That part which speaks of 11 skill in 
relationship" seems to relate to treatment. Diagnosis and treatment must 
be considered in relation to the goal, which is covered in the latter part 
.5 The James JaCkson Putnam Children's Center, Annual Renort: 
!2.21· p. 3. 
6 Swithun Bowers, "The Nature and Definition of Social Case Work: 
Part III," Journal ~Social ~ ~. 30:417, December, 1949. 
7 Gordon Hamilton, Theory and Practice of Soc:l.al ~ ~. p. 214. 
6 
of the definition, and :put another way, the goal is 11 to stabilize or to 
improve the functioning of the client in terms of social adaptation or ad-
justment, especially in the balance of inner and outer forces."8 This 
psychosocial approach is characteristic of the whole :process. However, it 
is important to remember that the division of the process into parts is an 
intellectual device to aid in understanding it, and that the two phases of 
diagnosis and treatment occur naturally in a case as spontaneous events 
and needs evoke them. 
Gordon Hamil ton says that all casework treatment must be based on 
careful diagnosis, that usually a :person's needs are mixed, and that dif-
ferential treatment must be :planned with respect to psychological and 
social components.9 In one study reported of research into criteria of 
success and failure in child guidance, cases were regarded as successful 
only 
•where the worker bad a definite idea of diagnosis or worked con-
sistently toward obtaining one, and a clear idea of dynamics; and 
where the worker bad a consistent and conscious plan of meeting 
the client's needs. We classified as "failures" those cases where 
the worker drifted without a clea.r idea of diagnosis or dynamics, 
or of how his activity was meeting the client's problems ••• The 
really "successful" cases showed treatment given as being the result 
of a definite philosophy applied to a particular problem, · accom-
panied by evaluation and reevaluation with techniques adapted to 
the shifting needs of the ease. The connection between treatment 
and results was clear.tlO 
The writer approached treatment in this study from the stand;point 
that effectiveness of treatment is related to its being conducted on the 
8 Ibid, p. 237. 
9 ~. p. 240. 
10 Quoted from Ruth E. Perl and Abraham J. Simon, "Criteria of Suc-
cess and Failure in Child Guidance," American Journal of Orthopsychiatry, 
12:650-51, October, 1942. 
7 
= 
basis of diagnosis, and that the more accurate the diagnosis and the more j 
accurate the application of the appropriate treatment method to the diag- II 
nos is the more helpful will the treatment be to . the client. Actually, in II 
a total sense, the two elements of diagnosis and treatment seem insenara- I 
ble. Therefore, it would seem in research that any growth in unders~andingl 
of a client automatically enhances the potentiality for more effective 
treatment. Also, if it should prove to be possible to generalize to some 
degree about the understa.nding, it should be possible then to generalize 
to some degree about the treatment appropriate to the understanding that 
has been derived. 
The next consideration is the specific treatment methods used. 
The writer has used the framework of Florence Hollis, which sets forth the 
three categories under psychotherapy in casework of psychological support, , 
. 11 
clarification, and insight. 
Treatment in a child guidance clin1c automatically is influenced 
by the setting. In \\rorking with the mother 11 the initial focus is alwa.ys 
the parent-child relationship -- later, treatment may go to various levels 
of self-awareness always related, however, to the guidance objective.n12 
Awareness of this central focus of treatment "is, perhaps, the deepest 
factor in the success of a therapeutic approach in child guidance.n13 
·I Finally, it is important not to lose sight that no matter what the 
II approach or the setting that knowledge of human behavior alone is not 
11 Florence Hollis, Women in Marital Conflict, pp. 148-54. 
12 Gordon Hamilton, Pslchotherapy in Child Guidance, p. 315. 
13 ~· p. 315. 
. ~ 
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sufficient for successful treatment. "The therapist must be able to feel 
as well as to understand.n14 
What is often erroneously called intuHion is the capacity of an 
individual to evaluate obj.ectively the emotional experiences re-
sulting from identification with another individual.l5 
14 Irene M. Josselyn, Pszchosocial ~evelopment of Children, p. 126. 
15 .!l!.!!· p. 126. 
----- -==== -- = 
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CHAPTER II 
PSYCHOSEXUAL DEVELOPMENT AND THID GENESIS OF TOILET TRAINING PROBLEMS 
The Anal Phase in Psychosexual Development 
}~ account by Therese Benedek has been used as the basis for the 
material in this section.1 
It is important to disting~1ish between the processes of maturation 
and those of development. "I-1aturation 11 refers to growth which occurs 
relatively independently of the environment. "Development" refers to the 
interaction between maturation and environment which leads to more mature 
personality structure and to variations in individuals. The development 
of the personality, therefore, seems to be the development of constitution 
that is, what a person is at birth -- under the influence of the envi-
ronment. The analysis that follows is based on the development of person-
ality as it seems to occur in our current Western culture. 
In psychoanalytic thinking the development of personality has been 
divided into various phases. These phases are related to the concept of 
libirlo, the latter being the energy continuously exerted to keep body ten-
sions relieved. The organs which produce libido are the "erotogenic 
zones." These are the places where the body need is stimulated and g.rat-
ified. The developmental phases of personality derive from which zone is 
dominant during a general chronological period. in the life of the human 
being. Accordingly, there bas developed the delineation of three phases 
of development in the approximate first six years of life, namely: oral, 
1 Franz Alexander and Helen Ross, editors, Dynamic Pslchiatry, 
pp. 63-80. 
===, :...;;,=::::: --- - --
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anal, and genital. 
The main phase of concern for this paper is the anal, and therefore 
the bulk of this section, but what comes before and after tP~ anal phase 
will be very briefly indicated. 
The first phase is the oral one, and occurs roughly in the first 
year of life. It is called "oral 11 because the mouth is the physiological 
and emotional center at the time. The interaction between mother and 
child begins at conception, investigations showing tb.e.t the state of the 
mother's physical and emotional well-being affect the fetus. During ap-
proximately the first four weeks of life the repetition of the gratifica-
t i on of needs goes on without the baby's being aware of an external envi-
ronment. The next step in growth is when the infant after gratification 
of a need does not fall asleep immediately, but engages in certain act iv-
~ties, such as learning to find his mouth in order to suck his fingers. 
Being awake enables the child to perceive that the need originates within 
the self, and that the source of gratification is outside. If all goes 
well, the infant keeps the sense of security that all his needs are, and 
will be, satisfied. "This sense of confident expectation from the mother 
is the content of the earliest affective relationship.n2 As maturation 
continues, the infant shows signs of recognition and a willingness to 
wait. Although the oral process is the main one, other sensations play 
a part in the feeding response of the infant, such as smell and touch, and · 
later on seeing and hearing. Also, not all of the libidinal pleasure of 
the infant is generated by himself. He gets some also through feeding 
2 Ibid, p. 66. 
11 
r-- -
care. There are usually two levels within the oral phase, one in which 
the infant passively receives, and one in which he actively reaches for 
objects and uses his mouth in order to become acquainted with them. "The 
infant's capacity to adapt himself to his environment -- the growth of his 
ego -- goes hand in hand with the development of object relationship with 
the mother. u.3 
When the principle whereby immediate pleasure can be postponed for 
some future gratification begins to take control of behavior, the child 
enters the second phase of development, the anal phase. During it the anus 
is the leading erotogenic zone. "Its double function -- retention and 
elimination -- becomes the center of interest and the source of pleasure.n4 
Although the term refers to the anal processes only, ·the processes connect-
ed with urinary elimination and retention belong in the same developmental 
phase. 
Compliance in toilet training is easier when the child has achieved 
a .iegree of motor con~rol, and walking is a good indicator of this. 1'1hen 
the child begins to walk, much of his attention is turned to it. The in-
crease in self-esteem which the child gets with the achievement of walking 
may be tied in with the achievement of toilet training. At the same age, 
the child has developed so that he can understand the request of the adults 
and thus may comply in order to gain approval. The effectiveness of the 
parent's approval and disapproval as an instrument of toilet training 
depends on two factors. One is the relationship to the parent that has 
-= . --4- ----
.3 ~· p. 68. 
4 ~· P• 71. 
12 
already been established. I! the relationship is ambivalent, the training 
becomes difficult. The second one is timing. "There is an optimal time 
for habit tra!ning.n5 If the functions have already become a source of 
pleasure to which the child is accustomed, the child will have difficulty 
in establishing control over them. 
Toilet training can be thought of as occurring in two phases: 
(1) Usually the mother tries to influence the child to exert himself 
against his tendeney for soiling. Therefore, the child is offered a choice 
between two instinctual gratifications: the praise and love of the mother, 
and the satisfaction in soiling. This is termed a.n "instinctual conflict." 
(2) With his conforming the child earns not only external approval, but 
also an inner satisfaction, namely, "a sense of maste~ 11 6 When the latter 
becomes a goal in itself, the ego tries to exert effort against the im-
pulse to so 11 \1ithout the help of the mother's presence physically. "The 
request of the mother thus becomes incorporated, ••• n7 Thus a conflict 
between the incorporated prohibitions and the instinctual impulse to soil 
is established, and begins to control the behavior. This conflict is 
termed a "structural conflict." 
A significant change takes place in that during the oral phase the 
infant was always given to, and during the anal period this c:P..anges to the 
awareness he is also t~~en from. Retaining plays an important role not 
only in the physiological sense, but also in the emotional sense, and this 
5 Ibid, p. 72. 
6 Ibid, p. 72. 
7 Ibid, p. 73. 
----- - - --
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is true all through life. Both the physiological and psychic needs have 
to be maintained in a positive balance in order that the active tendencies 
dominate over the passive ones. 
During the anal pha.se, which occurs approximately during the second 
and third years of life, the child is usually learning to speak. Speech is 
given up quickly if the child is under the influence of strong emotions. 
To this add the language that is part of the eliminative functions, and it 
would appear that the language of emotions is mainly a body language. Ver-
bal language brings a means of communication beyond the physiological and 
emotional levels. Thus in very young children it is not words, but primar-
ily activity and physiological manifestations which reveal emotional pro-
ceases. 
The child is ready for substitutes for the instinctual gratifica-
tion he postpones, in the form of play with toys, children, and adults. 
Fantasy at this time serves the double purpose of gratification of the in-
stinctual need and of the need of the ego for mastery. At the same time 
the relationships of the child are becoming more complex. He becomes aware 
of other people besides the mother in the second half of the first year. 
In the second year these people play distinct parts in his life. The fa-
ther assumes more importance in the child's development. Also, the child 
explores and responda to each one of his brothers and sisters in an indi-
vidual way. The relationships of the child who is two and three years old 
are not based on the need for security alone. 
During the oral phase there is little emotional difference between 
tl1e two sexes. This is not true in the anal phase. The emotional security 
14 
= --'-'-=~~~ --- -- ~ ---
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which results from the relaM.onship '"i th the mother has a much different 
effect on the boy and the girl. It gives the boy the groundwork for self-
assertion so that he may free himself from dependence on his mother and 
enter the next phase of development when identification with the father 
becomes the leading motive. With the girl it gives her the strongest mo-
tivation for identification with the mother. The better the identifica-
tion with the mother, the better the girl learns. Experience has shown 
that the toilet training of girls is usually achieved more easily t~~n 
~-- --
thAt of boys. "Girls probably learn from the mother willingly and by iden-
tification, while boys learn from her only if and after their need for 
self-assertion bas been satisfied. n8 
During the anal phase the child learns a grea. t deal about his body.. 
There is much gratification in gpod performance, and disappointment and 
anger when the child fails to satisfy his ambitions. Usually the reactions 
to failure are stronger in boys than in girls, and they become more intense 
if the child compares himself with others. "Jones assumed that the com-
petition in urinary behavior -- the control and the power of the urine 
stream - is the model for all competitive behavior among men. n9 During 
the anal and the succeeding stage the boy usually compares himself with 
his father. At this stage of urinary competition the anus as an eroto-
genic zone is receding, and the penis is becoming the leading zone. This 
occurs about the end of the third year, and the boy enters the next stage 
of development, the phallic phase. In general, boys begin to concentrate 
8 ~' p. ?8. 
9 ~' p. 79. 
15 
on the genital area for gratification earlier than girls do. This is due 
partially to the differences in anatomy between the two sexes, the anatomy 
of the boy permitting more freedom. Also, the social evaluation .of the 
male sex and the pleasure of many fathers in stimulating sexual comparison 
in their sons hastens sexus~ preoccupation in boys. The girl's development 
is a little slower. When the stimulation of the anal phase recedes in the 
girl, her interest in her body at first remains diffuse and is expressed 
mostly in sensations of the skin and of motor co-ordination. It is later 
that the interest becomes directed toward the genital region. However, 
also at about the end of the third year in the girl the anus as an eroto-
genic zone is receding, and she enters the next phase of development, the 
phallic phase. 
Tnerefore, at about the age of !our both the boy and girl have left 
behind them that phase of psychosexual development, which is known as the 
anal phase. 
HOw Toilet Training Problems Maz Arise 
One of the first factors that comes to mind as a possible source 
of problems in toilet training is timing. It is not beneficial to the baby, 
I 
•! to begin it at too early an age. There are physiological reasons for this. 
Self-control of elimination involving the contraction or release 
of the sphincters of the anus and urethra at appropriate times and 
places demands both a high degree of inhibition by the higher cen-
ters of the brain, and also learning on the part of the child to 
call upon this inhibitory power to function at will. Huschka's 
studies indicate that myelinization of the necessary nerve fibers 
is not complete before the twelfth to the eighteenth month of 
life and any real learning of15oilet control is not possible until after this takes place. 
10 John C. Montgomery, "Toilet Education," American Journal of 
Orthopsychiatry, 17:590, October, 1947. · 
16 
' The nerve fiber contains e. central core, called the axis cylinder, and 
myelinization is the process whereby a sheath of a certain chemical com-
position is deposited and surrounds this axis cylinder. 11 In those cases 
where the infant bas been trained for bowel movements at an early age, 
"what is really accomplished is the substitution of a local, external 
12 
reflex in place of a more efficient, internal mechanism." In bladder 
training there is another physiological consideration . The water content 
of a baby's body is about 15 per cent higher than that of an adult. This 
means that in order to maintain this state of fluidity a young baby takes 
in much more wa.ter in proportion to its weight than an a.dul t, a.ncA. the free 
flow of water has to be many times more efficient than it is in an adult. 
This necessitates frequent fillings of the stomach and many emptyinga of 
the bladder, because the size of both of these organs is small. As the 
baby grows older, urination becomes less frequent and more abundant. This 
is due to the relative decrease in water consumption and the growth of t he 
bladder. Therefore, an important part of the process of bladder training 
consists i n waiting for the necessary degree of development. 13 Finally 
with regar d to timing, psychological considerations are important, too. 
Since in tl~ early part of the second year of life the child is absorbed 
in learning upright locomotion and speech, it would constitute a burden to 
the child to have to be learning in another area as we11. 14 . 
11 Wil liam H. Howell, ! Textbook of Phlsiolo~, p. 76. 
12 C. Anderson Aldrich and 1-!ary H. Aldrich, Babies are Human 
Beings, p. 90. 
13 Ibid, p. 92. 
14 Montgomery, 2£• £!1., pp. 590-591. 
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Also, a.s a factor tb~tt would influence the process of toilet train-
ing, one must consider culture. Our American urbe,n culture is very severe 
in its attitudes towards the eliminative function. "In strlngency and in 
depth of feeling, the taboos surrounding this physical need are second only 
to those governing sexual relations. n15 Many societies in the world ap-
proach it with much less severity than does ours. Also, not only are there I 
differences in various societies, but there are differences within the 
classes in our own society. T'.ae result is the middleclass practice of the 
use of stigmas which arouse shame, fear, and gull t in the child who soils 
himself. These mothers usually begin too early, and gp too fast, and 
therefore have to resort almost completely to arousing fear and guilt in 
the child. However, middleclass mothers are even more intense in the use 
of stigmas in their carrying out bladder training. 16 
:By far the most potent factor in toilet training exclusive of 
physiological and cultural considerations as it emerges in the literature 
is the child's relationship to the mother. 
The mother-child unity that existed during pregnancy persists 
psychologically to some extent after the birth of the child. It decreases 
in intensity as the child grows older. It is possible for the close 
mother-child relationship to be over-emphasized, and to be used uncon-
sciously to solve the mother's own proolems and thus create a problem for 
the child. The child perceives the nature of the mother's conscious and 
unconscious wishes in relation to him, and he reacts to them. The younger 
15 W. Allison Davis and Robert J. H.a.vighurst, Father of the ~. 
p. 97. 
16 Ibid, pp. 100-102. 
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the child is, the more apt he is to try to keep in good relationship to 
his mother by reacting the way his mother unconsciously wishes.l7 Child 
psychoanalysis shows how the neurosis of a child is built up unconsciously 
according to the mother's unconscious expectations and fears. Also, after 
about the fifth year of life the child's neurosis is its own, and is not 
reversible through curing the mother's difficulty alone.l8 Therefore, in 
considering any neurotic manifestation in a child, it should be considered 
within the foregoing framework. 
"The child relinquishes his pleasure in his movements and his re-
tention of control over them in return for the expectation that his mother 
will love him more.n19 If the emotional relationship between mother and 
child is good, the mother need apply only minimum training methods. The 
child is sure of her love, wants more of it, and being certain of more 
forthcoming in compensation, can give up some of his physical pleasure. 
Difficulties in bowel training can arise from two sources: 
(1) Unhealthful parent-child conflict over toilet training. This can be 
due to overemphasis on cleanliness by the parents, or to elements of re-
jection in the attitude of the parents to\~rd the child showing themselves 
through toilet training methods. The conflict also can be related to the 
degree of constitutional need of the child for pleasure in anal activities. 
(2) Regression to an infantile mode of expression because of some 
17 Judith Silberpfennig, "Mother Types Encountered in Child Gui-
dance Clinics," American Journal of Orthopsychiatry, 11:483, July, 1941. 
18 Ibid, Discussion by Margaret Mahler-Schoenberger, p. 484. 
19 0. Spurgeon English and Gerald H. J. Pearson, Common Neuroses 
of Children ~Adults, p. 112. 
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difficulty in the child's current relationship with his parents which is 
activating the older conflict. 20 The disturbances in urinary training are 
analogous to those in bowel training, except that in the latter constipa-
t ion is more common, and in the former enuresis is more common. 21 
If one 'mtches a child in the process of being trained, there seem 
to be times when he tries very bard to conform with his mother's wish be-
cause he 1rrants so much to please her and have her love him. At other times 
it seems as if he does not care or gets a delight in not retaining his ex-
cretions. At these times he is angry with his mother, and does not love 
her because he feels she does not love him. 22 
It is often staterl that the reason the child learns to conform in 
the training period is the fear of punisl:mlent. Ho;.fever, "the real punish-
ment, most deeply affectbg the child, is the withtlraw~tl of love and the 
emotional pain this withira.wal causes. tt 23 
The latter statement seems to express succinctly what is considered 
the key factor in the efficacy of toilet training. 
"If the training was pursued with severity and punishment, the 
incorporated prohibitions appear to have such a strictly punitive quality 
that the child rebels against them and tries to turn the hostility baCk 
onto the mother. n24 Defiance during toilet training represents an attempt 
20 Ibid, pp. 112-13. 
21 ~. p. 118. 
22 o. Spurgeon English and Gerald H. J. Pearson, Emotional Problems 
of Living, pp. 60-61. 
23 Irene M. Josselyn, Psychosocial Development of Children, p. 51. 1 
24 Franz Alexander andHelen Ross, editors,PynamicPsychiatrz, p. 73. 
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to externalize the conflict whicn bas just been introduced within the self. 
The ambivalence thus expressed. toward the mother increases not only the 
child's conflict with his environment, but also the confl·ict 1.fithin him-
self. This is why it is more favorable if at this time the child is per-
mitted to express his hostility toward the parent d.irectly. If not, as has 
been indicated above, the defiance may be expressed somatically, through 
soiling, constipation, or enuresis. In this way the organs become one way 
of considerable eloquence for the co~unication of emotions by the child to 
his env1ronment. 25 
Finally, the writer thought it might be helpful to list certain 
chronological data of importance: (1) Time of physiological readiness --
t,,,elfth to eighteenth month of age, as stated above ( 2) :Best time to start' 
training -- latter part of the second year26 (3) Optimum time for bowel 
II training to have been established -- between eighteen months and two 
1
1
1 
years27 (!;) 2~tlmum time for bladder training to !lave been established I three years. 
25 Ibid, p. 73. 
26 Josselyn, 2R• £1i•• p. 52. 
27 0. Spurgeo~ English and Gerald H. J. Pearson, Common Neuroses 
of Children and A~ults, p. 113. 
28 Ibid, p. 113. 
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CHAPTER III 
SIGNIFICANT VARIABLES 
This chapter will be an effort to select fro m the data variables 
which seem of interest and to have the potentiality of offering insights. 
The age of the children ranged from two years three months to three 
years nine months, the mean age being about three years (Table I). As ,.,as 
mentioned in Chapter II, in our culture much anxiety hB,s been shown about 
toilet training. Also, the optimum time for training for both urination 
and defecation to have been established is three years. The mean age of 
the children studied being three years may in part be related to these two 
· factors. 
In five of the eight cases there were no siblings. In the three 
,, remaining cases there was one sibling each, in each instance the sibling 
being of the same sex a.s the patient, and in hro of these cases the patient 
being the first-born. This will be referred to later. 
The ages of the mothers ranged from t wenty-five and a half years to 
forty-six years and three months, with the avera.ge age being about thirty-
' two and a half years. In most cases the fathers were about the same age as 
the mothers or a few years older, \•ri th one exception \'!here the father was 
five years younger than the mother. In six out of the eight cases the 
mothers were under the age of thirty-one years nine months. The length of 
marriage ranged from three years four months to eight years, the avere~e 
length being about five and one half years. The small number of siblings 
seems to be in relation to the relative youth of the parents and short 
duration of the marriage. 
r • 
TABLE I 
EIGHT CHILDREN WITH THE PROBLEM OF SOILING IN A CHILD GUIDANCE CLINIC ACCORDING TO SEX, AGE, SEX AND AGE 
OF SIBLINGS, AGE OF MOTHER, AGID OF FATHER, LENGTH OF r.wutiAGE 1 RELIGION 1 AND LENC'mi OF TREATr4ENT 
(All data are in reference to date of application to agency.) 
Case Sex of Age of Age of Age of Length of Reli~ion5 No. Child Child Siblin~s Mother Father Marria~ 
1. Ml Jy39m4 None 27-hr 32y 5y 8m Jewish 
2. M 2y 6m 1 - M, ly Jly 9m 32y 9m Jy 4m Jewish 
3. M Jy None 25h' 29y 4y Jewish 
4. M 2y 9m None Job- 3ly 8y Jewish 
5. M Jy 4m 1 - M, 2y3m 3lb 27l.y 2 6h Father: Jewish 
Mother: Non-Jewish 
6. M Jy None 46y 3m 48y 10m Jy 10m Jewish 
?. M 2y 3m None 3ly Sm 3ly 8m 5y Je,.,ish 
8. F2 3y ?m 1 - F, 7y5m 37y 2m 38y 5m 8y Jewish 
1 M: Male 
2 F: Female 
3 y: years 
4 m: months 
5 Unless otherwise indicated, religion is for both parents. 
' 
Length of 1 
Treatment 
ly 3m 
3~ 
4m 
2m 
2y 
?m, interim 
of 9m, 4m 
ly 9m 
9m 
~ 
In seven of the eight cases the parents were Jewish, and in one 
the father was Jewish and the mother a different religion (Table I). Sta-
tistics are not available at the agency as to the distribution of religions 
among the general population that has been in treatment. However, the uni-
formity in religion that was found here does seem striking. It suggests 
that a cultural factor may have played a part in giving rise to the symptom 
of soiling. For one thing, it is noteworthy in this connection that seven 
of the children were male, and one female (Table I). It might be possible 
that this very high incidence of boys is related to the very high Uniform-
ity in religion. Often in Jewish families a greater value is placed by the 
parents upon a male child than a female child. ~f.here this is so, it is 
probable that the mother would feel more anxiety about bringing up the male 
child than the female child. Anxiety arising from this source would be one 
factor contributing to the lack of harmony in the mother-child relation-
ship. In addition, there may be other aspects of the Jewish culture, such 
as compulsions about cleanliness, that might be prone to contribute to a 
problem in toilet training in a child. Finally, the writer has heard on a 
couple of occasions practicing case workers express their impression of the 
high proportion of Je,.,ish people in the case load of the child_ guidance 
clinic at which they were working. If there were a high proportion of 
Je\'rish people in general seen at child guidance clinics, it suggests per-
haps a more general preoccupation with matters of psychological meaning in 
the Jewish culture than in others. Also, if this were so, it would dilute 
the potential significance of the uniformity in religion found in reference 
to the specific problem of toilet training. However, the writer is not 
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familiar enough with the Jewish culture, nor has made a study, in order to 
suggest possible conclusions. 
Occupations of the fathers have not been tabulated. There was 
rather a variation which included the following: salesman (2), and one 
each proprietor small business, college student, unskilled, semi-skilled, 
,I skilled, and white collar workers. 
It was conspicuous that in the seven cases where the income was 
known, in no instance was it over sixty dollars per week nor under forty-
five dollars per week, except in the case where the father was a full-time 
student. The factor of income was not a criterion in the selection of 
1 cases, which makes this uniformity stand out even more. Although income 
is not the only factor in determining social class, it is one, and this 
relative similarity in income seems to point to the existence of a similar 
social class among the cases. Again, this bears upon the part cultural 
factors may play in the process of toilet training. 
Finally, the length of treatment ranges from ~~o months to two 
years, with the mean being 11.2 months. It is difficult to draw generali-
1 zations from this, and probably not too meaningful even to try without con-
sideration of factors such as diagnosis of the client, outcome of the prob-
lem, and manner of termination of the case. 
As it was a criterion in the selection of cases, every child bad 
the problem of soiling. In every case except one (See Table II) the child 
was also not trained for urination. This suggests that when a symptom of 
soiling is accompanied by the symptom of wetting in a young child that the 
two symptoms may not be very differentiated and may have a similar cause. 
25 
On the other band, if a young child has the symptom of wetting without 
that of soiling it might be possible that the causes of the two problems 
are different. 
In three cases out of eight toilet training was the only problem 
presented by the mother at referral (Table II). In t\oro of the cases \'?here 
there were problems presented in addition to toilet training the children 
had eating problems. The two eating problems were similar in that the 
children would not eat certain foods, both of them not eating vegetables, 
and. in having some disturbance in appetite. The mouth is one end of the 
gastro-intestinal tract, and what one takes in orally has an effect on the 
function of elimination at the other end of the tract. It seems to be 
possible, therefore, that anxiety about the function of elimination can 
extend itself to anxiety about intake of food. Also, the rejection of 
vegetables by both children, and of meat and anything new by one of them, 
has a quality of stereotypy and restrictedness, and one wonders here how 
this fits in with the kind of personality structure the child was develop-
ing in general. 
One of the five cases in which additional problems were mentioned 
reported the problem of stuttering. vThen one reads a bit about the symp-
to~ of stuttering, its occurring together with a problem in bowel training 
doew not seem accidental. 
The sympto~ of stuttering reveals ••• that it is the result of 
a conflict bett-Teen antagonistic tendencies; the patient sho,.Ts that 
he wishes to say something and yet does not wish to. Since he 
consciously intends to speak, he must have some unconscious reason 
for not wanting to speak. This is necessarily due to some uncon-
scious significance of speaking, either of the particular thing 
that is to be spoken or of the activity of speaking in general. 
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TA:BLE II 
PROBLEMS FOR WHICH EIGET CHILDBEN WITH THE PROBLEM OF SOILING 
IN A CHILD GUIDANCE CLINIC WERE REFERRED 
Case No. 
1. 
2. 
3. 
4. 
s. 
6. 
7. 
8. 
Toilet Training 
U, B 
U, B 
U, B 
B 
U, B 
U, B 
U, B 
U, B 
Others 
Eating (will not eat 
vegetables and fruits; 
sporadic appetite) 
Stuttering 
Eating (will not eat 
meat and vegetables 
except potatoes, nor 
anything new; poor 
appetite) 
Destructive 
Disobedient 
Plays poorly with children 
SuCks ribbon of blanket 
Temper tantrums 
Thumb suCker 
Clings to mother 
II B: Untrained for bovrel movements. 
U, B: Untrained for both urination and bowel movements. 
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Speaking means, first, the utterance of obscene, especially anal, 
words and, second, an aggressive act directed against the listener. 
Unconsciously, speech in general or in certain situations is thought 
of as a sexualized defecation ••• One may speak, in stuttering, 
of a displacement up,·rard of the functions of the anal sphincters.l 
Other infantile components may play a part in stuttering, but the anal is 
the dominant one. 2 The factor of unconscious aggression mentioned above is 
of interest when one observes that in two other cases the problems for 
which the child was referred included expressions of aggression on the part 
of the child , namely, disobedience and temper tantrums. This suggests a 
possible association between the existence in a child of aggression, con-
scious or unconscious, and a symptom of soiling. 
In two cases some. kind of sucking activity "' ith the mouth was re-
ported as a problem, one being thumb sucking and the other sucking of a 
blarucet. Both children were under four years of age. Some children give 
up the habit of sucking their fingers about the second or third years, 
,.,hile others continue until the age of five or six. The finger sucking may 
be related to constitutional need, or to fnlstration of other needs.3 Con-
sequently, it is difficult to say whether the symptom in these cases was 
related more to constitutional needs or to frustrations in other areas 
\'lhich were expressed also by the symptom of soiling. 
In the one case of thumb sucking the child was reported as clinging 
to mother. 'This is probably complex and difficult to evaluate. Both the 
1 Otto Fenichel, ~Psychoanalytic Theorz £!Neurosis, pp. 311-12. 
2 .!E_!!, p. 313. 
3 0. Spurgeon English and Gerald H. J. Pearson, Emotional Problems 
£! Living, p. 194. 
thumb sucking and the clinging might be a seeking for greater security, and 
particularly \'lith the mother. On the other band, clinging to mother might 
carry within it elements of control of the mother by the child, or of dif-
ficulty in separating from the mother because of aggressive wishes towards 
her and the omnipotence given these wishes by the child. 
As a generalization, it would seem probable that symptoms existing 
together with other symptoms realistically should not be viewed in isola-
tion from each other, but as outer manifestations of an inner disturbance 
that operates as an interrelated whole. 
It seems significant (See Table III) that in five out of the eight 
cases there was some history of diarrhea, and that in another case there 
'~s dilation of the rectum because of constipation. Also, in these cases 
the difficulty took place relatively early in the child's life. This sug-
gests the possibility that the early physical manifestation may have been 
reacted to by the mother in a special way because of her own feelings 
11 about the physical area involved, thus laying the groundwork for future 
difficulty in the process of toilet training. On the other hand, it sug-
gests speculation as to why these infants developed disturbances of the 
gastro-intestinal tract in the first place, and whether co~stitutional 
factors were involved also. 
In every instance the baby was bottle fed and not nursed, in two 
cases the mother having tried nursing for a short while and then having to 
stop. Culturally, it is very common for children to be bottle fed. At the 
same time, the selection of the bottle as a manner of feeding by the mother 
\-rhen she has a choice may have to do with the mother 1 s feelings tovtard the 
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TABLE III 
METHOD OF FEEDING nr INFANCY AND UNUSUAL J1'ACTS nr DEVELOPMENTAL HISTORY OF 
EIGHT CHILDREN WITH THE PROBLEM OF SOILING IN A CHILD GUIW!CE CLilHC 
Case No. 
1. 
2. 
4. 
5. 
6. 
?. 
8. 
Tube fed for six days before put on bottle 
Four weeks premature 
Delivered by breech extraction1 
Virus condition, involving diarrhea, when put on bottle, 
and hospitalization for three months 
Nursed for two weeks until mother was unable 
Unplanned pregnancy 
Acidosis at age of li; then diarrhea for a year off and 
on 
Bottle fed 
Unplanned pregnancy 
During age of two to six weeks mother dilated rectum 
daily with finger because of constipation 
Bottle fed 
Diet at age of two years for slight celiac2 condition 
Nursed for three days until mother was unable 
Tonsillectomy at age of 2! years 
Bottle fed 
Six weeks premature 
Frail child until age of 2! years 
Spells of diarrhea until time of treatment, \•rhen became 
inclined to constipation 
Bottle fed 
Unplanned pregnancy 
Diarrhea after every tooth 
Bottle fed 
Difficult delivery 
1 Delivery of a child at birth whose position is feet first rather than 
head first. 
'I ) 2 A form of chronic indigestion ~nerally occurring in children under five, 
1 cba.racterized by offensive diarrhea. 
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child. Conse~uently, it does not seem possible to evaluate the data on 
bottle feeding. 
Except in one case all of the mothers started training before the 
age of fourteen months (See Table IV). As stated in Chapter II, the child 
•. is not ready physiologically for training until about the age of twelve to 
eighteen months, and the optimum time to start training is during the lat-
ter part of the second year. On looking at the data more closely, five 
" mothers started training at the age of nine months or under. This almost 
uniform fact of having started at too early an age already points to one 
source of the disturbance in toilet training in these children. 
Of the seven cases in which training was started prematurely, in 
all except Case Seven the mothers used coercion, punishment, or bribing as 
part of their method, or showed anxiety about the symptom. Case Five is 
conspicuous in this regard because here the mother seemed to do almost the 
exact opposite of coercion -- she started when the child was two years old, 
and then had tried hardly at all to train the child. As was stated in 
Chapter II, if the training was pursued with severity and punishment, the 
child's defiance against the conflict which has been introduced within him-
self may be expressed somatically. Therefore, the instances in which train-
ing was pursued with severity have this additional factor as the source of 
the difficulty. 
Another factor of interest in the method of the training is that in 
'' five out of the eight cases the child was seated either on the toilet, or 
a seat on the toilet, and training of th~se five children was started at 
the a{!fo of nine months or younger. To an infant of small size the toilet 
31 
II 
I 
I 
TABLE IV 
,, 
I 
TOILET TRAINING OF EIGHT CHILDREN vliTH THE PROBLEM Ol!, SOILING IN A CHILD 
GUIDANCE CLINIC, INCLUDING AGE STARTED, Hml DONE :BY MOTHER, 
AND HOW RECEIVED BY CHILD 
- . : 
-=: -·, 
Ca.se !ITo. Age Started Ho\i Done by Mother ____._..;_, 
1. 
2. 
J. 
4. 
6. 
5 months 
9 months 
6 months 
At first, did not insist. 
Then at 1 year, forced child 
to sit for 20 minutes. Most 
of the tirne controlled her-
self but sometimes spanked 
child. Anxious about problem. 
Sat child on Toidy seat1 eve-
ry morning; had success until 
child was 1~. Upon advice of 
doctor stopped training. Re-
sumed after 4 months. Embar-
rassed at problem. 
Confusion in parents as to 
whether child had ever been 
trained. Punished and bribed 
until advised not to by doc-
tor when child was almost 3. 
Feelings about symptom con-
trolled. 
8 months Put child on toilet at regu-
lar intervals. Relatives 
criticize and mother sensi-
tive about symptom. 
2 years 
1 year 
Has tried hardly at all to 
train chUd. Started when 
child was 2, stopped upon 
advice of doctor, resumed few 
months later, stopped again. 
Likes child to have a bowel 
movement every day. Very up-
set over child's smearing. 
How Received by Child 
At 1 year was very 
angry; did not want 
to use toilet. At 2 
years compl :ted, there 1' 
after doing so in 
cycles. 
Since training \trae 
sumed child has 
screamed and refused. 
Occasionally complies ll 
for urination, but re 
1 
fuses for bowel move-
ments. 
I 
At 15 months child 11 
suddenly showed fear ' 
of toilet. At 2 3/4 I 
years child bad nightJ 
mare about toilet. 
Rebelled against using 
toilet at 22 months. 
At 1 year yelled when 
a woman taking care 
of him tried. 
Trained at 1~ years. I 
At 2~ years, only 
would stand up to hav~l 
bowel movements, doin~ 
them mostly on floor. II 
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TABLE IV (continued) 
II 
ll 
II 
11 
I' 
I 
I 
TOILET TRAINING OF EIGHT CHILDREN WITH THE PROBLEM OF SOILING IN A CHILD 
GUIDANCE CLINIC, INCLUDING AGE STARTED, HO\'i' DOJ:m BY MOTHER , 
,, 
'i 
'I 
AND HOW RECEIVED BY CHILD 
Case No. Age Started How Done by Mother 
?. 
8. 
6 months With diarrhea on teething, 
stopped training repeatedly. 
Did not feel she should 
force the issue. 
14 months Sometimes spanked child until 
tired. Regression, rather 
than lack of training, unac-
ceptable. Feels tied do'm 
because of symptom. 
How Received by Child 
Did not want to use 
toilet. 
Continual wetting 
started at 1~ years 
and soiling ;everted II 
to at 3 years. !I 
Shrieks when wet unles~ 
changed immediately. 11 
1 Small seat placed upon a toilet seat for use by child. 
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must be a very formidable object, and one sees here one of the sources of 
fear for the child. 
The writer thought it might be of interest to note the somatic dis-
b~rbances of the mothers (Table V). Four mothers mentioned some difficulty 
in thyroid function. The ~~iter is not in a position to evaluate the mean-
ing of this. One mother had psoriasis, and another migraine headaches, 
both possibly having a connection with emotional factors, but again the 
11riter is not in a position to evaluate. 
Besides these actua~ disturbances the mother in Case Eight had a 
:1 tendency to talk of her physical ailments, and the mother in Case Seven was 
subject to strong fears about physical illnesses, despite a doctor having 
told her there \•ras nothing wrong organically. The other siX mothers did 
not show a preoccupation with physical concerns. This information would be 
of help probably in formulating a clinical diagnosis of the mother. 
The writer has an impression that the mother's relationship to her ' 
own mother is of much importance ( Ta.ble VI). In five cases the mother 
either lived with the maternal grandmother, in the same building, or in the 
immediate vicinity. In another instance the mother had tried to live with 
her mother for a while and had stopped only because her child was showing 
, somatic symptoms. This kind of p~ysical closeness to the maternal grand-
mother makes one wonder about the possibility of over-attachment of the 
mother to her own mother, and about what would go into such an over-
attachment. 
Looking at the quality of the relationship, one notices that except 
for Cases Two and Four the maternal grandmothers and mother substitutes in 
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TABLE V 
SOMATIC DISTDRBAUCES OF MOTHIDRS OF EIGHT CHILDREN \'liTH TEE PROBLEM OF SOILJ 
ING HT A CHILD GUIDANCE CLINIC 
=Ca=se=No=.================11 
1. 
2. 
J. 
4. 
5. 
6. 
?. 
8. 
Psoriasis1 
Overweight 
Thyroid disturbance 
Goiter 
NI2 
AttaCk of dizziness, irritability, fatigue and heart 
palpitation twice at two-year intervals prior to 
application 
NI 
Goiter 
Overweight 
Gall bladder operation 
Thyroid trouble 
Ove l'l.ve i gh t 
Back injury from birth 
Migraine headache 
1 Chronic inflarmnatory skin disease characterized by reddish patches 
covered '" i th '"hi tish scales. 
2 NI: No information. 
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TABLE VI 
RELATIOJ!'SHIP OF ~JIOTHEJRS OF CHILDREN WITH THE PRO:SLEi>i OF SOILING IN A CHILD 
GUIDANCE CLINIC TO MATERNAL GRANDMOTHER, INCLtJ"DING LIVING ARBANGD1ENT, 
DESCRIPTIONS OF MATERNAL GRANDMOTEER, AND QUALITY OF RELATIOlil'SHIP 
Case No. Ltving A;~~ment 
1. MGPs1 live in same 
building 
2. Same city 
Mother2 tried once 
liv ing with MGM3 
but patient4 got 
diarrhea 
J. Live in a building 
MGM ol'rns, and 
MGPs live in 
same building 
4. Same city 
s. House owned by 
HGPs, who live 
nearby 
6. Mother lives with 
MGM 
Quality of Mother's 1 
Descriptions of MGM Relationship 
Always a nagger; was Ambivalent 
never tender 
Feels without her MGF's 
store would not run 
Had not been strict 
Wonderful person 
Did not want mother to 
continue school and 
mother stopped 
Did not \<rant mother to 
go with a certain 
fellow and mother 
stopped 
Refused to help mother 
after birth of child 
Insists on treating 
mother like a small 
girl 
Rigid in ideas 
Can be both submissive 
and domineering, de-
pending on presence 
of MGF 
Great consciousness of 
time 
Mother has cared for 
invalid MGM for many 
years 
Once in childhood MGM 
spanked mother very 
hard, after which 
mother ceased to fight 
= 
Rather dependent 
Ambivalent 
Degree of self-
assertion but 
ambivalent 
Ambivalent 
Ambivalent 
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TABLE VI (Continued) 
RELATIONSHIP OF MOTHERS OF CHILDREN WITH THE PROBLEM OF SOILING IN A CHILD 
GUIDANCE CLINIC TO MATERNAL GRANDMOTHER, INCLUDING LIVING A...l=L.'ItANGEMENT, 
DESCRIPTIONS OF MATERNAL GRANDf>.tOTBER, AND Q.UALITY OF RELATIONSHIP 
Case :uo. 
?. 
8. 
Living Arrangement 
MGM deceased 
l-1:GF.5 owns building 
in which mother 
lives 
MGPs live nearby 
1 I-1GPs: Maternal grandparents. 
Descriptions of MGM 
MGM died when mother 
was infant 
Until 16, mother 
brought up by step-
mother; latter used 
to beat mother 
After 16 until marriage 
lived with female 
relative; latter dom-
ineering 
Perfectionist 
MGM bad always picked 
on mother 
Ideas that people are 
plotting to kill her 
~lity of Mother's 
Relationship 
Real mother -
longed for and 
idealized 
Stepmother -
ambivalent 
Relative -
ambivalent 
Ambivalent 
2 Mother, maternal grandmother, and maternal grandfather are in reference 
to patient. 
3 MGM: Maternal grandmother. 
4 Child brought for treatment . 
.5 MGF: Maternal grandfather. 
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Case S·even give indication of having exerted considerable control over the 
mother. As a matter of fact, in the five of these six cases where the 
maternal grandmothers were alive, the mothers appear to have been tied to 
them in an ambivalent way. In Case Two the maternal grandmother did not 
give the impression of being as controlling as those in the other cases; 
at the same time the mother showed a greater degree of dependence on her 
own mother than in the other cases. In Case Four, aJ. though the mother 
seemed to be ambivalent, she seemed to have a degree of self-assertion and 
freedom in evaluating her mother realistically. At this point the writer 
wishes to call attention primarily to the predominant note of the control-
ling tendencies of the maternal grandmothers. 
Of the seven cases evaluated in Table VII, five of the mothers 
seemed to have ambivalent relationships with their husbands and two warm 
relationships. Of the three evaluated, two of the mothers seem to have had 
ambivalent relationships with their fathers and one of them a warm one. 
The predominant note in relation to the mother's own siblings was ambiva-
lence. There was some variation in relationships outside the immediate 
family. Of the six evaluated, four had girl friends, one had friends 
through her sister, and one had fe\'1 interests outside the home. This in-
formation serves to show that, in general, these mothers were not with-
drawn from human relationship. Also, the main characteristic in the rela-
tionships of the mothers seems to be ambivalence. 
In no instance was any mother outright hostile, cruel or rejecting 
(Ta,ble VIII). Variations \"'ere exhibited in degree of warmth, degree of 
ambivalence, and degree of controlling or being controlled by the child. 
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TAJ3LE VII 
RELATimlSHIP OF MOTHERS OF EIGHT CHILDREN WITH THE PROBLEI-4 OF SOILING IN A 
CHILD GUIDANCE CLINIC TOWARD TBOSE OTHER THAN PATIENT AND MATERNAL 
GRANDMOTHER, INCLUDING FATHER, MATERNAL GRANDFATHER, 
MOTHER'S SIBLINGS, AND OTHERS 
(Scale: +2: Very warm, +1: Warm, 0: Ambivalent, -1: Cold, -2: Very cold) 
Case No. Fatber1 MGF2 Mother's Sisters Mother's Brothers 
1. 
2. 
4. 
5. 
6. 
?. 
8. 
+1 +1 
0 0 
0 NEI 
1 (7 years 
older) 0 
1 (1~ years 
older) 0 
None 
0 Deceased None 
0 0 
0 Left 
home 
+1 NEI 
NEI.3 NEI 
None 
1 (older) NEI 
1 (stepsister) 
NEI 
1 (older) 0 
1 (younger) 0 
1 (2 years 
older) 0 
1 (5 years 
younger) +1 
1 (11 years 
older) NEI 
1 (5 years 
older) 
deceased 
1 (age not 
known) -1 
1 (older) NEI 
2 ( stepbroth-
ers) NEI 
1 (older) 0 
1 Father and maternal grandfather are in reference to patient. 
2 MGF: Maternal grandfather • 
.3 NEI: Not enough information. 
4 NI: No information. 
Others 
Has a few 
friends 
Friends 
mostly 
sister's 
NI 
Has group of 
friends 
Few outside 
interests 
Lots of 
friends 
Many friends 
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TABLE VIII 
ATTITUDE OF MOTHERS OF EIGHT CHILDREtJ VliTH THE PROBLEM OF SOILING I N A 
CHILD GUIDANCE CLINIC 'l'O ~TARD CHILD 
Case No. 
1. 
2. 
3. 
4. 
s. 
6. 
7. 
8. 
Child never becomes a baby \'lith her because "he knows 
he would never get ittl 
Enjoyed him t1hen a ba.by, but not later on 
Chil d gets whatever he \iants from her 
Has never felt comfortable about letting child out of 
her sight 
IIFeels incompetentn 
Does not enjoy her children 
Patient1 is the ideal child except for toilet training 
problem 
Wishes to bring child up "modernn way 
Has no control over child 
Concerned about doing right thing r;li th child 
i'l'onclers whether she has transferred her conflict about 
dependence and independence to her children 
Patient goes to mother with his troubles, while his 
sibling goes to father 
Lets the children "cry it out" many ti1nes 
Child is her life 
Has always given in to child 
Wishes a good deal to be a good mother 
Thing that bothers her is the child's whining 
Resentful at being tied down by child 
Tries to spank child seldom because afraid of '"hat she 
might do if she let .go 
1 Child brought for treatment. 
,, 
II 
,I 
I 
:I 
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This will be reserved for later discussion. 
In no instance wa.s the father openly rejecting of the child 
(Table IX). Information on the fathers was relatively scanty. Consequent-
ly, although it is recognized the father plays an important role in the 
, personality of the child, it is not possible to suggest any observations 
here. 
Table X shows there 'l>ras a rather high intensity of interest in 
cleanliness. This manifested itself usually in relation to housework 
rather than personal appearance. 
The next factor evaluated is ambivalence. By ambivalence the 
writer understands it as being the 11 state of feeling both love and hate 
to<'ll'ard a person at the same time. n4 In arriving at the scale ratings in 
Table XI, the writer took into consideration the relationship of the mother 
to the child, the other relationships of the mother, and general behavior. 
Except for two cases the mothers seemed to show quite noticeable ambiva-
lance as part of their personality. 
The third factor has been termed control and represents the effort 
to exert control by the mother over the child. Table XII shows the phenom-
enon of either a high or low rating, \'lith no ratings in between. 
The fourth factor bas been termed role of femininity and refers to 
the degree of acceptance of a woman's role and womanly qualities. Six 
cases were evaluated for this factor (Table XIII). None of the mothers in 
these six cases seemed to show really full acceptance of their femininity. 
The last factor evaluated was that of insight, the writer 
4 Ibid, p. 53. 
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TABLE IX 
ATriTUDE OF FATHERS OF EIGHT CHILDREN iVITH THE PROBLEM OF SOILING I N A 
CHILD GUIDANCE CLINIC TO"!TARD CHILD 
Case 1-!o. 
1. 
2. 
3. 
4. 
s. 
6. 
?. 
8. 
Child becomes a 11baby" when with father 
Less concerned about soiling and wetting than mother 
Father can get child to eat when mother cannot 
Concerned about the parents' role in child's growth 
Desirous of being stricter with child 
Tells mother to be firm tot i th child 
Quite stern with the children 
More pleasant with the children when mother not around 
Used to take a great interest in caring for child 
Strict 
Felt mother should not give in to child in certain matters 
Had wanted the child to be a boy 
Now enjoys the children to extent of playing raucously "\'Ti th 
them 
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SERIES OF TABLES X - XIV 
FACTORS OF DIAGNOSTIC INTEREST IN MOTHERS OF EIGHT CHILDREN \'liTH THE PRO:B-
LEM OF SOILING IN A CHILD GUIDANCE CLINIC 
(For all Tables X- XIV, symbols are: H: High, M: Medium, L: Low, NI: No 
information, NEI: Not enough information) 
Case No. 
1. 
2. 
3. 
4. 
5. 
6. 
?. 
8. 
Case No. 
1. 
2. 
3-
4. 
s. 
6. 
?. 
8. 
TA:BLE X 
ATTITUDES TOWARDS CLEANLINESS 
House 
H 
H 
H 
NI 
H 
M 
lv! 
H 
TAJ3L]l XI 
Rating 
Gl!lNERALIZED AMBIVALENCE 
Rating 
H 
M 
H 
L 
H 
H 
M 
L 
Personal Appearance 
L 
I-.1 
H 
H 
H 
L 
M 
H 
Case No. 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
TABLE XII 
l.fOTF.IER' S EFFORTS AT CONTROL 
TABLE XIII 
ROLE OF FEMININITY 
Rating 
H 
L 
H 
L 
H 
L 
H 
H 
(Degree of acceptance of "roman's role and qualities) 
Case No. Rating 
1. L 
2. L 
3. L 
4. NEI 
5. L 
6. NEI 
7. M 
8. M 
TABLE XIV 
INSIGHT 
(Degree of capacity for self-understanding) 
Case No. Rating 
1. M 
2. L 
3. L 
4. H 
5. M 
6. L 
7. L 
8. H 
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understanding insight as capacity for self-understanding (Table XIV). The 
degree of insight seemed small in most of the cases, with only one mother 
showing potentiality and this particular mother being referred to an out-
patient psychiatric clinic when the child was determined as having only 
minimal problems. 
Attention now is drawn to the nature of the casework treatment in 
the different cases (Table XV). It will be noted that in no case was there 
treatment on the level of insight development in the sense of carrying un-
derstanding to a level deeper than that in clarification and involving the 
reliving of current and past emotions in a therapeutic atmosphere. In the 
cases studied, the predominant note in treatment was either support or 
clarification, or a combination of these. Also, even more predominant than 
clarification was support. Casework treatment, including the areas ex-
plored when clarification was attempted, will be discussed further at a 
later point. 
In three cases improvement was often followed by regression until 
the improvement became more steady. There is much variation in how long a 
period elapsed before the symptom improved (See Table XVI). Actually, 
symptomatic progress should be evaluated along with the child's general 
functioning, the total family situation, and the prognosis. However, this 
is not within the province or scope of the writer. Therefore, the sympto-
matic improvements have been reported as such, and as such show too much 
variation to lend to any generalization. 
One could think of physiological maturation as a factor in the 
eventual outcome of the symptom. However, in no case was a child under the 
45 
II 
~ 
II 
,, 
I 
,I 
I 
'I 
I 
I! 
I 
I 
1l 
'I 
II 
I 
I 
'I I· 
I 
1[ 
,, 
II 
I 
II 
T.A:BLE XV 
CASEWORK TRF...A.TMENT OF f.W THIDRS OF EIGHT CHILDREN iVITH THHl PROBLEM OF SOIL-
ING IN A CHILD GUIDANCE CLINIC ACCORDING TO PREDOMINAlrr NOTE AND, 
WEERE CLARIFICATION WAS D011E, PREDOMINAI."q'T AREAS 
Case No. 
1. 
Predominant Note 
Clarification and 
support 
Predominant Areas 
if.here Clarification was Done 
1. Pointing out the positiveness in the 
child's aggression 
2. Effort to have mother accept and love 
child even with his symptom 
II 
2. Support 
3. Clarification and 
support 
1. Effort to clarify the soiling and wet-
ting as symptomatic of emotional 
difficulty 
4. Evaluation and re-
5. 
6. 
?. 
8. 
ferral to appro-
priate community 
resource 
case Worker No. 1 
Clarification 1. Mother bas feelings, as everyone does 
Support 
Support 
2. Relationship between stuttering and 
aggression 
3. Effort to tie up mother's current 
feelings about being a woman with 
her childhood 
4. Conflict about dependence and indepen- 1 
dence in relation to mother's p3.rents 
case \'lorkers No. 2 and 3 
Case Worker No. 1 
case W'orker No. 2 
Evaluation and re-
ferral to appro-
priate community 
resource 
Case i~orkers No. 1 and 2 
Support 
Support 
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TABLE XVI 
OUTCONE OF SYMPTOI\if IN EIGHT CHILDREN i'liTH TBE PROBLEM OF SOILING IN A 
GUIDANCE CLINIC IN 'l!ElRMS OF DURATION OF TREATMENT 
Case No. 
1. 
2. 
3. 
4. 
5. 
6. 
?. 
8. 
AND CHRONOLOGICAL AGE OF CHILD 
15 months 
Almost entirely after 
}~ months 
3 months 
1 month 
1 year 
6 months 
2 months, except for insistence 
on standing position for bowel 
movements and for night wet-
ting. No further information. 
Practically no lapses after 
9 months 
5 years 
2 years 10 months 
3 years 3 months 
2 years 10 months 
4 years 4 months 
3 years 6 months 
2 years 5 months 
4 years 4 months 
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age of two years three months to begin with. so that sufficient physiologi-
cal maturation had already been achieved. This means that one would have 
1 
to look to the process of emotional development as the key factor in the 
course of the symptom. 
The next chapter will be an effort to see what relationships between 
,, the variables and the symptom suggest themselves. 
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CHAPTER IV 
SUMMARY AND CONCLUSIONS 
This has been a study of children of pre-school age referred to a 
child guidance clinic where the presenting problem had included that of 
soiling. The aim was to determine whether there are any common elements in 
the cases from the standpoints of casework diagnosis and casework trea.tment. 
and as an outgrowth whether any generalizations suggest themselves about 
the casework treatment of mothers of children with the specific symptom. 
Seven of the children were boys, and one a girl. In order to eval- , 
uate totally this sex distribution, one \>tould also have to consider the 
total referral to the clinic, and factors existing in the outside community. 
Also, it \lrould have to be evaluated in relation to statistics of sex dis-
tribution for children of this age in other child guidance clinics. How-
ever, the p reponderance of boys may be related in part to the fact that 
toilet training is usually achieved more easily with girls than with boys 
because of differences in the emotional development in the two sexe s 
(Chapter II, footnote 8). 
In all of the cases the parents were Jewish, except in one where 
one parent was Jewish and the other of a different religion. Another fac-
tor in most of the children being boys may be this rather great uniform! ty 
in rel igion. In the Jewish culture it happens often that a male child is 
valued more than a female child, and this might cause the mother to have 
more anxiety about the bringing up of a child of. the male sex. 
There may be other factors in the Jewish culture that have a bear-
ing on the toilet training problems of these children, but th:!.s would 
require exploration not within the scope of this study. 
The role of cultural factors is suggested further by the relative 
uniformity in income. \f.hen known, in no case was the income over sixty 
dollars per week, nor under forty-five dollars per week except th8.t of one 
full-time college student. Income is not the total basis for determining 
social class, but it is part of it. Therefore, the uniformity in income 
also suggests that cultural factors have influenced the attitudes toward 
toilet training and the process of trying to establish it in the child. 
As it was a criterion in the selection of cases, every child had 
the problem of soiling. In every case except one, the child also was not 
trained for urination. This might mean that in a young child the two symp-
toms of soiling and wetting occurring together may not be very differenti-
ated and may have a similar cause. On the other hand, the si tu.ation may be 11 
different dynamically when a young child has just the symptom of wetting. 
Similarly, the situation may be different in the older child who bas the 
srillptom of wetting. 
In three cases out of the eight, toilet training was presented as 
the only problem by the mother. In two of the cases 111here there were prob- ; 
lems presented in addition, the children bad eating problems, and primarily 
of the type where the children would not eat certain foods. This suggests 
that anxiety about the function of elimination may extend itself to anxiety 
about the intake of food. Also, the rigidity of the child in his eating 
bab:J.ts could cause one to speculate about the relationship between this 
rigidity and the kind of personality structure the child was developing in 
general. 
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One of the children with an eating problem also presented the prob-
lem of stuttering. One of the factors in stuttering is thought to be un-
conscious aggression. In two different cases, aggression of an overt na-
ture was mentioned, in the form of disobedience and temper tantrums. On 
the basis alone of the symptoms presented by the child one would suspect 
that there might be an association between the symptom of soiling in a 
child and the existence of · aggression, conscious or unconscious, as is in-
dica.ted subsequently in this chapter. 
In five cases there was some history of diarrhea, and in a sixth 
case there had been dilation of the rectum in early infancy because of con-
stipation. This seems to point to two avenues of speculation. One is that 
the early physical manifestation may have been reacted to by the mother in 
a special way because of her own feelings about the physica.l area and 
function involved, thus laying the groundwork for the difficulty in the 
toilet training of the child. The other is the question why the infants 
developed disturbances of the gastro-intestinal tract in the first place, 
a.nd as to 'IJThether constitutional factors were also involved. 
Seven out of the eight mothers started training before the age of 
fourteen months. Of these, five started training at the age of nine months 
or under, although physiologically the child is not ready for training until 
t•V"el ve to eighteen months. Therefore, it would. seem 1 ikely tba t one source 
of the difficulty was the institution of training prematurely. 
Of the seven cases above, in all except one the mothers used coer-
cion, punishment, or bribing as part of their method, or sho,V"ed anxiety 
about the symptoD. Since when toilet training is pursued with severity or 
BOSTON UNN~RS1TY 
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punishment the child may express his defiance about his conflict somatical-
ly, the severity of the training may have been an additional factor in the 
:problem. 
Since mothers usually sholof more anxiety about the first child than 
those that follow, it would seem that in addition to the factor of children 
in seven cases having been boys, was the factor of these boys also having 
been first children. 
It is probable that through identification the mothers would relate 
as parents to a large degree in a way similar to that of their own mothers. 
It "'as found that in five cases the mother either 1 ived with the maternal 
grandmother, in the same building , or in the immediate vicinity. In a 
sixth instance the mother had tried to l:l.ve \'lith her mother for a while, 
and had stopped only because her child was showing somatic symptoms. This 
physical proximity to the maternal grandmothers could be due to over-
attachment to the maternal grandmothers. 
In six cases the maternal grandmothers or, in one case, mother sub-
stitute gave indication of having exerted considerable control over the 
mother. The five mothers whose mothers were alive seemed to have been tied 
to them in an ambivalent way. The predominant note was the controlling 
tendency of the maternal grandmother. 
In watching for the repetition of the patterns of the maternal 
grandmother in the mother, one would. l'tatch for ambivalence in the mother 
in relation to the child. Also, one would anticipate the possibility of 
strong effort by the mother to control the child. 
Further speculating, to a degree the mothers laCked mothering from 
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their own mothers, in the sense of security, closeness, and protection. 
This lack might be translated on the part of the mother into a desire for 
her offspring, and particularly her first offspring, to be a person who 
will be close and who almost will never leave her alone. This is rarely 
expected of a boy, but mothers feel often that g irls never leave them. If 
this ;.1ere so, the mother m:i.ght try to make o.f her boy what she bad hoped to 
make of a girl. In addition, the mother's relationship with the boy would 
be influenced by the mother's attitude toward the male sex. As an exten-
sion of this, the impairment in mothering might cause an impairment in re-
lating , and predispose the mother to react to the child more as an object 
upon which to displace inner strivings and attitudes rather than as a per-
son. 
Finally, through the relationship of the mother vdth her O\m moth-
er, there might be various effects in terms of identification with her own 
child. For example, she might identify \'lith her mother, or as the child 
she ;.ms when she grew up with her mother, or both at different times. She 
might even identify her child with one of her own siblings. 
In looking at the relationships of the mothers to their husbands, 
their fathers, their siblings, and in general, it appears that the mothers 
were not withdrawn from human relationship. At the same time, it appears 
that the main characteristic in the relationships of the mothers to these 
various people is ambivalence. 
With the ambivalence exhibited in the relationships of the mothers 
, to the maternal grandmothers, and in many of their other relationships, one 
would be on the lookout for ambivalence in the mother in relation to the 
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patient. In no instance was a mother outright cruel and rejecting. Varia-
tions were shown in degree of ambivalence, although generally it appeared 
to be quite marked. 
The writer selected five factors of diagnostic concern in the moth-
er as being of especial interest: (1) There was manifested a rather high 
intensity of interest in cleanliness, primarily in relation to housework 
rather than to personal appearance. (2) The relationship of the mother to 
the patient, to others, and general behavior in all except two cases showed 
quite a noticeable degree of ambivalence. (3) The mothers showed either 
strong effort to control the child, or else the Child seemed to succeed in 
controlling the mother a good deal; the direction of control usually ran 
from mother toward child. (4) None of the mothers seemed to show really 
full acceptance of their own femininity. (5) Only one mother showed ~oten­
tiality for achieving self-understanding or insight, and she was referred 
to an adult psychiatric clinic when the child was determined as having only 
minimal problems. 
It has been noted that the most important psychological considera-
tion in toilet training is the child's relationship to the mother. Also, 
it has been noted that it is possible for the mother to use the relation-
ship unconsciously to solve the mother's O\~ problems. Any consideration 
of why the children in these cases had problems in toilet training would 
probably have to start with the possibility that being a parent to most of 
the mothers had less the quality of the nurturing of growth in a dependent 
individual and more that of projecting unconscious neurotic strivings upon 
the child. However, this is beyond the realm of casework. The writer does 
li 
It 
wish to mention one mother who stated th.~t the child was "her life," and 
another mother who wondered ,.,hether she had transferred her conflict about 
dependence and inde~endence to her children. The latter was stated in an 
from the data thus far about what might cause the problem of soiling? Out 
standing about it seems to be that the soiling represents rebellion. 
Therefore, the question arises, rebellion against what? In considering 
thb question, the writer at first thought that the child might be rebel-
ling against the excessive effort of the mother to control him. Ho~.;rever, 
there were a few cases where the direction of control was the other way 
round, and the child seemed to control the mother. Then the question oc-
curred to the writer, did the child's symptom represent a response to dif- 1 
ferent factors, or to a common factor, in both sit1.1ations? Speculating 
further, the writer was more inclined to feel there was a common factor in 
the mother involved, and the possibility suggested itself that this common !; 
factor might be tb.at of strong feelings of aggressioE toward the child. T~j 
summarize, it seems as if the soiling may be a rebellion against the ag-
gression of the mother tm·tard the child. Also, this a ggression may be ac-
1 
companied by the mother making strong effor·t to control the child., wh:i.ch 
is usually the case, or by the mother letting the child control her. 
If :l.t "'ere true that the child is rebelling through his soiling, 
the next question that comes to mind. is why from among different ways the 
child chooses the gastro-intestinal tract. It would seem that in his ~ 
tom the child has chosen a weak point of the mother. This weak point is ttJ 
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mother's feelings about the physical area and its function. It might be 
that the mother has two different feelings on two different levels about 
the somatic pathway the child has used as a form of emotional expression. 
On an unconscious level the mother may sexualize the physical area involved 
and derive a vicarious pleasure from the child's symptom. On a conscious 
level the mother may feel that sexual impulses in @eneral, and particularly ~ 
those associated with the eliminative function, are immoral and dirty. She 
may experience this consciously in the form of feeling revolted by the 
symptom. Also, she may try to cope with the deeper wishes of a sexual 
nature by an overt strong effort to keep her house clean. 
To summarize a~in, it would seem that the child is rebelling 
against the aggression of the mother. He does this by selecting a way 
about which the mother has much feeling. 
Hot-r does what was found out about the attitude towards the feminine 
role and qualities ' fit in with what has just been discussed? Many of the 
women showed conflict about their womanliness as, for example, in wanting 
an abortion upon learning of pregnancy, ,.,ranting to place the child for 
adoption in the same situation, or having in childhood experienced rather 
direct depreciation of women. With such conflict about worth as persons 
primarily, and then as women, it would seem likely that there would be 
some distortion of the experiencing of sexual impulses from the mature and 
"genital" way in these women. 
It has been pointed out that casework treatment must be bound up 
inextricably with casework diagnosis if it is to be of help. Accordingly, 
it is a~propriate at this point to consider casework treatment. 
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It was found tha.t the two main methods that were used by the case II 
~·TOrkers in the eight cases were support and clarification, and support event 
I 
more t:r.LB.n clarification. The :pain of self-examination ca.n be borne only 11 
slo,.,rly and as one becomes secure in the case"IJ!ork relationship. The first, 11 
and usually major, objective is to make the parent feel secure "IJtith the 
case vrorker. 1 The goal is "to help the parent verbalize feelings of ag-
gression and anxi-ety and to make connections between ea rly emot ional ex-
periences and t he rela tionship 
i ng.n2 liThe question 'What is 
\rli th the child which lead to self-understa.n~ 
the matter with me, or with my child? ' I 
covers so much anxiety that the slow roa.d of self-interpretation is the I 
onl y safe one. n3 Therefore, "Because of the depth 9.nd. sensitivity of the 
parent-child involvement, there appears to be a preponderance of supportiv~ 
. 4 I 
treatment of the parent, controlled. in favor of reality adjustments." l 
,, 
Of the three cases where clarification was attempted , two of the :1 
mothers seemed capable of limited insight, and one ,.,as very resistant. 
It is of intere!'.'lt to note the main lines along which clarification I 
was at tempted. 
In the case where the mother 1~as reslstant the case \r!Orker tried ix"}l 
clarify the significance of the toilet training p roblem, in the sense of 
its being a symptom behind which were feelings that were troubling the 
child. 
1 Gordon Hamilton, Psychotherapy in Cht ld Guidance, ~· 284. 
2 Ibid, p. 315. 
3 Ibid, p. 285. 
4 Ibid, p. 315. 
II 
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In one of the two cases where the mother sho•·;ed some capac! ty for 
insight, the case worker attempted to point out the positiveness of the 
child 's increasing aggression as he was under treatment, such as his be-
coming more sociable and more daring fro~ a motor point of view. Also, 
the case worker suggested to the mother that she try to curb her anger 
about the symptom, and that the child would res~ond to the mother's greater 
relaxation about it. These two points seem very much related to the pre-
vious discussion of diagnostic factors. This was a case where the mother 
tried to be very controlling of the child. The case worker in the first 
attempt in effect \'ias trying to have the mother relinquish some of her con-
trol over the child and to be more accepting of the child's behavior as she 
did. In the second instance in effect the case worker \'las trying to reduce 
the premium the symptom would have for the child by the mother Is feeling 
less intensely about it, and also, by trying to have the mother be more 
accepting of the child \'lith his symptom, was aiming to reduce the pressure 
on the child to conform when he 1>ras not yet ready to do so. It vrill be 
noted that the \\Torker did not deal with the a ggression behind the control, 
nor did the worker deal \'lith the mother 1 s more basic attitudes to1:;ards the 
symptom'. She dealt with these basic attitudes as they expressed themselves 
on a derivative and highly surface level. The treatment 1:ras in accordance 
with the diagnosis, and the methods of clarification and support seemed to 
be appropriate and the most efficacious under the circumstances. 
In the other case where the mother showed some capacity for in-
sight, the case ,.,orker made an effort to reassure the mother that she \'las 
capable of emotion because the mother expressed concern about this. .Also, 
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the worker tried to communicate some intellectual understanding of the re-
lationship between stuttering and aggression, at the same time trying to 
help the mother accept the child's increasing aggression while under treat-
ment. This is in accord 'lorith the previous case. In this case too, the 
mother tried to be very controlling of the child. The case worker did not 
deal with the aggression behind the control, but tried to help the mother 
to accept the child when he was a less passive individual. Also, the 
\'Torker explored with the mother the mother's feelings about her femininity 
and their relationship to earlier childhood experiences. In this regard 
the effort \~s mainly to have the mother feel comfortable as she was. 
Finally, the case worker explored also with the mother her conflict about 
dependence and independence with her own parents. Again, the treatment 
was related to the diagnosis, and as with every diagnosis it has a unique-
ness born out of the uniqueness of the person it describes. 
It would seem th8,t with the concept of the soiling as a rebelling 
against the aggression of the mother, and with the evidence in hro cases 
of the case worker's making a strong effort to help the mother accept and 
handle more effectively the aggression of the child, that the main fruit-
ful area in working with a mother in a child guidance clinic \tthose child 
bas the symptom of soiling lies in helping the mother to accept and handle 
more effectively the aggression of the child. It would. seem even more 
important when one keeps in mind that simultaneously the child is in 
psychiatric treatment, and as treatment ~rogresses frequently shows an 
increase in aggression. 
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APPENDIX - SCHEDULE 
ifuen material is extracted from the case record, indicate whether the 
source is the casework interview or summary. 
I. DATA 
A. Case number 
B. Child: Sex, birth date 
C. Religion 
D. Father: Birth date, birth place, occupation 
E. Mother: Birth date, birth place, occupation 
F. Marriage date 
G. Siblings: Sex, birth dates 
H. By whom referred 
I. Income 
J. Living arrangements: Type of building, others in home 
K. Application date 
L. Dates of dia~gnostic period of study 
M. Date treatment started and ended, dates of any long 
interruptions 
I I. PRESENTING PRO:ar.ID~ 
A. Reason for referral on face sheet 
B. Problem as presented in application interview 
I II. DEVELOPl.rENT.AL HISTORY OF CHILD 
A. All except toilet training. Set off separately anthing unusua~ 
for example, premature birth. 
B. Toilet training. As much as possible include the affect in the 
direction of mother to child, and vice versa. 
IV. FATHER 
A. Brief pertinent information about the father and his family 
B. Mother's relationship to the members of the father's family 
V. MOTHER 
A. Description of mother physically 
B. Any information on psychosomatic manifestations and physical 
hea,lth 
C. Any information on social history 
D. !~ain relationships 
1. Maternal grandmother 
2. Maternal grandfather 
3. Mother's siblings taken individually if possible 
4. Father 
5. Patient 
E. Other relationships if possible 
F. Diagnostic Areas 
1. Attitude toward cleanliness 
2. Ambivalence 
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3. Control 
4. Role of femininity 
5. Insight 
VI. CASE1·TORK TREATMENT 
A. Main nature of treatment, e.g., support, clarification. Give 
examples. 
:B. \'l'here clarification, indicate areas and degree to "rhich explored 
VII • OUT COME 
A. Course of toilet training symptom 
:B. l•Io ther 
C. l4anner of termination 
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